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Early-Onset Group B Streptococcal Disease — United States, 1998-1999 


Despite recent declines, early-onset group B streptococcus (GBS) is a leading cause 
of neonatal sepsis, resulting in approximately 2200 infections each year among children 
aged <7 days in the United States (7 ). To identify opportunities for improved prevention, 
the Active Bacterial Core Surveillance (ABCs)/Emerging Infections Program Network 
reviewed birth histories of infants with early-onset GBS disease. This report summarizes 
the results of this analysis and indicates that most mothers of infants with early-onset 
disease did not receive intrapartum antibiotics and that further declines in disease inci 
dence are likely with better prevention efforts 

To prevent perinatal GBS disease, two strategies are recommended: the risk-based 
and the screening-based approach (2-4). Under the risk-based approach, women in 
labor who have risk factors for GBS transmission (e.g., fever, prolonged rupture of the 
membranes, or preterm delivery) are offered intrapartum chemoprophylaxis. Under 
the screening-based approach, all pregnant women are tested for GBS carriage be 
tween 35-37 weeks’ gestation by collecting vaginal and rectal combined swabs, and 
GBS carriers are offered intrapartum chemoprophylaxis 

Birth histories of infants with early-onset GBS disease in 1998 and 1999 were evalu 
ated to determine whether cases might have been prevented by either of these strate 
gies. Acase of early-onset GBS disease was defined as the isolation of group B strepto 
cocci from a normally sterile site from an infant aged <7 days born to a resident of the 
ABCs surveillance area (i.e., Connecticut, Maryland, Minnesota, and selected urban coun 
ties in California, Georgia, New York, Oregon, and Tennessee). To assess the quality of 
early-onset GBS disease intervention, surveillance staff reviewed prenatal GBS screen 
ing, risks for infection at the time of labor, receipt of intrapartum antibiotics, and infant 
outcome. In Connecticut, prenatal provider records also were reviewed. The incidence 
of early-onset disease was calculated using live birth data for 1997 from the National 
Center for Health Statistics. 

Surveillance reports indicated 190 cases of early-onset GBS disease in 1998 and 153 
cases in 1999 (Table 1). Maternal labor and delivery records were available for 181 
(96%) infants in 1998 and 141 (92%) infants in 1999. The case fatality ratio was 5%. In 
1999, the incidence of disease was 0.7 per 1000 live births among black infants, 0.5 
among Hispanic infants, and 0.3 among white infants. Prenatal GBS testing was docu- 
mented in 104 (35%) of 322 women; 36 (35%) had a positive result (Table 2). Among the 
82 women who had documented dates of screening and gestational age at delivery, 52 
(63%) were screened after 33 weeks of pregnancy. GBS culture site was documented for 
55 (53%) of 104 screened women; three women had vaginal and rectal combined swabs 
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TABLE 1. Incidence of early-onset group B streptococcal disease — Active Bacte- 
rial Core surveillance areas, United States, 1998-1999 


1998 1999 
State* . Incidence’ No. Incidence 


California 0.39 14 0.34 
Connecticut 0.49 10 0.23 
Georgia 0.92 44 0.74 
Maryland 0.47 27 0.38 
Minnesota 0.43 25 0.39 
New York‘ 0.49 1 0.07 
Oregon 0.56 10 0.51 
Tennessee 19 0.58 18 0.55 
Total 190 0.55 153 0.39 


* Selected counties were included in surveillance. 

' Calculated as cases per 1000 live births using 1997 natality data from the National Center for 
Health Statistics. 

* Cases from seven Rochester counties. 

















TABLE 2. Indications for group B streptococcal (GBS) disease among women 
who gave birth to infants with early-onset GBS disease — selected counties, 
eight states*, 1998-1999 





No. treated with 
No. with intrapartum 
Indication indication y antibiotics 
Previous infant with GBS 1 1 
GBS bacteriuria during pregnancy 14 6 
Positive prenatal GBS culture 36 23 
Preterm delivery (<37 weeks’ gestation) 64 20% 24 
Intrapartum fever >100.4 F (>38 C) 61 19% 38 
Prolonged rupture of membranes (>18 hours) 39 14% 15 
At least one risk factor‘ 143 44% 51 
Unscreened or no test result 
and at least one risk factor 92 29% 28 
No indication‘ 128 40% 59 








* California, Connecticut, Georgia, Maryland, Minnesota, New York, Oregon, and Tennessee 

' Denominator was sometimes <322 because of missing values 

* Previous infant with GBS, GBS bacteriuria during pregnancy, preterm, temperature of >100.4 F 
(>38C), or rupture of membranes for >18 hours 

‘ Unscreened, no GBS bacteriuria during pregnancy, no previous infants with GBS, term 
delivery, temperature of <100.4 F (<38 C), and rupture of membranes for <18 hours, or no 
documentation of these in mothers’ labor and delivery records. 


and 23 (22%) of 104 had vaginal swabs only. For 81 of 100 screened women, labor and 
delivery staff had access to GBS test results. 

Intrapartum antibiotics were administered to 68 (21%) of 322 women who had infants 
with early-onset disease. Fifty-one (40%) of 128 women with a positive screen or at least 
one risk factor and no GBS test results received prophylactic antibiotics (Table 2). Thirty- 
eight (56%) of 68 women treated had fever, the most common indication among women 
receiving chemoprophylaxis; 15 (39%) of 38 women with fever received an initial dose of 
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antibiotics after presenting with fever. Intravenous ampicillin, clindamycin, and penicillin 
were the most commonly administered antibiotics (31%, 15%, and 14% respectively) 
The median time between admission and delivery among women receiving antibiotics 
was 12.5 hours (range: 0-846 hours), and the median time between administration of the 
first antibiotic dose and delivery was 3.5 hours (range: 0-299 hours). Twenty-three (34%) 
of 68 women first received antibiotics within 2 hours of delivery; 40 (59%) received one 
dose. 


Early-onset isolates were evaluated for antibiotic susceptibilities to penicillin, 
clindamycin, erythromycin, and cephalothin or cefazolin from 164 patients in Georgia, 
Maryland, Minnesota, and Oregon. All isolates were susceptible to penicillin; 32 (20%) 
isolates were resistant to erythromycin and 25 (15%) were resistant to clindamycin 
Minimum inhibitory concentrations for cefazolin were <0.25 pg/mL. 


Reported by: K White, MPH, J Rainbow, MPH, S Johonson, B Juni, MS, J Besser, MS, C Olson 
MD, R Lynfield, MD, R Danila, MD, Acting State Epidemiologist, Emerging Infections Program 
Minnesota Dept of Health. G Rothrock, MPH, P Daily, MPH, Emerging Infections Program 
A Reingold, MD, Emerging Infections Program and School of Public Health, Univ of California 
Berkeley; D Vujia, MD, Div of Communicable Disease Control, California State Dept of Health 
Svcs. A Roome, PhD, H Linardos, MPH, J Hadler, MD, State Epidemiologist, Emerging Infections 
Program, Connecticut Dept of Health. W Baughman, MSPH, P Martell-Cleary, MSW 
M Farley, MD, Emerging Infections Program, Veterans Administration Medical Center, Emory 
Univ School of Medicine, Atlanta, Georgia; P Blake, MD, Acting State Epidemiologist, Georgia 
Dept of Human Resources. M Pass, MS, L Harrison, MD, Emerging Infections Program, Johns 
Hopkins Univ School of Hygiene and Public Health, Baltimore, Maryland. J Roche, MD, Acting 
State Epidemiologist, Maryland Dept of Health and Mental Hygiene. B Damaske, S Zansky 
PhD, NM Bennett, MD, Emerging Infections Program, New York Dept of Health; P Smith, MD 
State Epidemiologist, New York Dept of Health; M Dragoon, MPH, J Donegan, Multnomah 
County Health Dept. M Cassidy, MT(ASCP)SM, K Stefonek, MPH, P Cieslak, MD, Emerging 
Infections Program, Dept of Human Svcs-Health Div, Portland, Oregon; M Kohn, MD, State 
Epidemiologist, Dept of Human Services—Health Div, Portland, Oregon. B Barnes 
L Lefkowitz, MD, Emerging infections Program and Vanderbilt Univ School of Medicine 
A Craig, MD, W Moore, MD, State Epidemiologist, Tennessee Dept of Health. Respiratory 
Diseases Br, Div of Bacterial and Mycotic Diseases, the Active Bacterial Core Surveillance 
Emerging Infections Program Network, National Center for Infectious Diseases; and an EIS 
Officer, CDC. 
Editorial Note: During 1993-1998, the incidence of GBS disease in the United States 
declined 65% (7). In this report, data from 1998-1999 indicated that the incidence of 
early-onset GBS disease further declined in the surveillance areas (Table 1); however 
the data also indicated several areas where prevention could be improved. In 1998 and 
1999, of mothers of infants with early-onset disease, 21% received intrapartum antibiotic 
prophylaxis. Prenatal screening often was not performed at the recommended time 
(35-37 weeks’ gestation), and combined vaginal and rectal swabs were rarely 
documented (5). Approximately 70% of women who were unscreened and developed 
a risk factor did not receive intrapartum antibiotics. Many women were unscreened and 
did not present with risk factors at the time of labor. This suggests that some early-onset 
disease may have been prevented if the screening-based approach (versus the risk 
based approach) had been used. Other women did not receive antibiotics until after they 
developed fever, suggesting that cases might have been prevented if antibiotics could 
have been administered earlier in the hospital admission (e.g., one dose of penicillin or 
ampicillin at least 4 hours before delivery) 

The findings in this report are subject to at least three limitations. First, early-onset 
GBS surveillance is limited to confirmed cases of invasive disease; therefore, generaliza 
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tions cannot be made from the reported data about compliance with recommended 
guidelines or the effectiveness of intrapartum chemoprophylaxis. Second, because in- 
formation was not available on whether health-care providers were attempting to follow the 
risk-based approach or the screening-based approach in specific cases, it is not possible 
in all instances to assess whether early-onset cases represented missed opportunities 
for prevention, protocol omissions, or antibiotic failures. Third, some information (e.g., 
GBS screening culture site) was poorly documented or missing from medical charts. 

increased prevention of perinatal GBS disease has raised concern about potential 
adverse consequences of the increased use of intrapartum antibiotics. Penicillin resis 
tance among GBS isolates has not been reported (6); however, erythromycin and 
clindamycin resistance has increased (6,7) and has occurred in 15-20% of early-onset 
cases for which isolates were available. For women with a history of severe penicillin 
allergy, clinicians should request that prenatal GBS screening include susceptibility test- 
ing of GBS isolates to determine an appropriate regimen for intrapartum prophylaxis 
Cefazolin should be considered when erythromycin or clindamycin resistance occurs 
among women with penicillin allergy (8). 

This study indicates that further declines in disease incidence are likely with full imple 
mentation of the consensus guidelines for prevention of early-onset group B streptococ 
cal GBS disease (2-4 ). Copies of the guidelines and educational materials for prenatal 
patients are available on the World-Wide Web, http://www.cdc.gov/ncidod/dbmd/gbs; 
copies may be obtained from CDC, Health Communications Activity (GBS information) 
Division of Bacterial and Mycotic Diseases, National Center for Infectious Diseases, 
mailstop A-49, 1600 Clifton Rd., NE, Atlanta, GA 30333; after December 1, 2000, bulk 
orders may be obtained from Public Health Foundation, 1220 L St, NW, Suite 350, Wash- 
ington, DC 20005, telephone (877) 252-1200, or by e-mail, www.phf.org. 
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Receipt of Advice to Quit Smoking in Medicare Managed Care — 
United States, 1998 


In the United States, cigarette smoking is the leading cause of preventable morbidity 


and mortality, and smokers who stop at any age reduce their risk for premature death 
(7). Because older smokers are more likely to report having seen a physician during the 


preceding year (84% in 1992) compared with younger smokers (69%) (2), health-care 
providers have many opportunities to advise older smokers to quit. To characterize 
smoking and advice to quit among Medicare managed-care recipients, the Health Care 
Financing Administration and CDC analyzed data from the 1998 Health Outcomes Sur 
vey (HOS). This report summarizes the results of that analysis, which indicates that 
approximately 13% of enrollees in Medicare managed care reported they were current 
smokers, and among those who visited a physician or health-care provider, approxi 
mately 71% reported receiving advice to quit 

HOS is an ongoing, 2-year, longitudinal cohort survey administered to Medicare ben 
eficiaries enrolled in managed-care plans nationwide. The survey measures health sta 
tus and health outcomes to provide risk-adjusted measures of managed-care plan per 
formance and to track population-based care outcomes. Medicare enrollees were ini 
tially contacted by mailed questionnaire, and nonrespondents were followed up by mail 
and telephone. Respondents were asked about current smoking status, quitting behavior 
during the preceding 12 months or longer, receipt of advice to quit from a doctor or other 
health-care provider, and the number of health-care visits during the preceding year 

A random sample of approximately 1000 Medicare managed-care enrollees was 
selected from each of 287 separate strata, representing 268 different health plans. Thir 
teen of these plans had two to four geographically distinct subplan market areas for 19 
additional strata. A total of 279,135 Medicare beneficiaries were in the sample. The 
sample included both Medicare beneficiaries aged >65 years (91.5%) and persons aged 
<65 years and in Medicare because of disabilities (8.5%) who were enrolled in their plan 
for at least 6 months. It also included institutionalized beneficiaries but excluded persons 
eligible for Medicare because of end-stage renal disease alone. Baseline data were 
collected during May-July 1998 

The overall response rate to the baseline survey was 59.9% (167,201); 152,259 re 
ported their smoking status, and 19,604 (95.6%) of those who reported smoking during 
the previous year responded to the question about whether they received advice to quit 
Data were weighted to the total population of each stratum and adjusted to the overall 
population age, race, and sex distribution 

In 1998, 10.4% of Medicare managed-care enrollees reported smoking every day 
and 2.9% reported smoking some days (Table 1). Daily smoking prevalence was highest 
among enrollees aged <65 years and lowest among enrollees aged 285 years. Daily 
smoking prevalence was higher for men than for women, and smoking prevalence was 
greater among those with less education and less income. Among all enrollees, 1.6 
reported having quit during the preceding 12 months, and 39.3% reported having quit 
smoking >1 year before the survey. Smoking prevalence was lowest and quit rates 
highest among enrollees from the western region 

Of persons who reported any smoking during the preceding 12 months and who 
visited a physician or other health-care provider at least once during that time, 70.7 
reported they had been advised to quit smoking (Table 2). Advice to quit increased with 
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TABLE 1. Estimated prevalence of smoking behaviors, by smoking status and 
selected characteristics, among enrollees in Medicare managed-care plans — 
Health Outcomes Survey, United States, 1998* 
Current smokers’ Former smokers‘ 
Never Smoke every Smoke some Quit in past Quit >12 
smoked day days 12 months months ago 


Characteristic % (295% Ci") % (295% Cl) % (295% Cl) % (295% Cl) % (295% Cl) 


Sex 
Male 30.3 
Female 57.8 


Age group (yrs) 


c 














5 
55-64 
65-74 
15-84 
85** 
Race/Ethnicity 
White, non-Hispani 
Black, non-Hispanic 
Hispanic** 
Asian/Pacific Islander** 
American Indian/Alaskar 
Native** 
Other** 
Education Level 
High schoo! diploma 
High school diploma 
Some college 
College graduate or more 
Annual household income 
$10,000 
$10,000—$30,000 
~$30,000 
Region™ 


Managed-care plan model 


3rOup 


fepenc 


_** 70 +2.4 ) } 40.6 +2 
Total 45.8 (20.4) 1.6 (20.2) 39.3 (20.4) 





* Sample size=52,259 after excluding 14,837 respondents 
Smoked >100 cigarettes in lifetime and smoke every d 
Smoked >100 cigarettes in lifetime but dor 


»t sr 


* Confidence interval 
Data not reported for all smoking status categories yuse of insu ent samt 
Excludes 5249 respondents who did not provide inf Yi ty 
Excludes 15,691 respondents who did not provide information on household income 
Excludes 4605 respondents who were unassigned to a geographic region. Regions include: N 
Delaware, District of Columbia, Maine, Maryland, Massachusetts, New Hampshire, New 
Pennsylvania, Rhode island, and Vermont, Virginia, West Virginia; North Central=\\linois, Indian 
Michigan, Minnesota, Missouri, Nebraska, Ohio, and Wisconsin; South=Alabama, Arkansas, F 
Kentucky, Louisiana, Mississippi, New Mexico, North Carolina, Oklahoma, South Carolir 
Texas; West=Alaska, Arizona, California, Colorado, Hawaii, |daho, Montana, Nevada 


South Dakota, Utah, Washington, and Wyoming 


( 
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TABLE 2. Estimated percentages of Medicare managed-care enrolled smokers* 
who reported receiving advice to quit from a doctor or other health-care provider 
during the preceding 12 months, by number of visits and selected characteristics 
— Health Outcomes Survey, United States, 1998" 





Number of health-care provider visits 
1 Visit 2-4 Visits 5 Visits Any visit 
Characteristic % (295% Cl‘) % (295% Cl) % (295% Cl) % (295% Cl) 











Sex 
Male 


Female 


Age group (yrs) 


Race/Ethnicity** 
White, non-Hispani 
Black, non-Hispar 


Hispani 


ther’ 
Education level 
High school dip 
High sche liploma 
some college 
College graduate or more 
Annual household income 
$10,000 
$10,000-—$30,00( 
>$30,000 


Region™ 


artheact 
vO eas 


North Centra 

West 

Managed-care plan model 
Grout 

ndepen¢ 

Staff 


Other* 


Total 





* Smokers defined as those re 
Sample size=19,.604 after ex« 
ynfidence interva 
* Data not reported for all vis 
* Excludes 534 respondents who did 
Excludes 1295 respondents who did not pro ( 1S 
Excludes 521 respondents who were unassigned to geographic region. Regions ude: Ni Connecticut 
Delaware, District of Columbia, Maine, Maryland, Massachusetts, New Hampshire, New Jersey, New York 
Pennsylvania, Rhode Island, and Verm V North Central=\llinois, indiana, lowa, Kansas 
Michigan, Minnesota, Missouri, Nebraska, Oh and Wisconsin; S« 
Kentucky, Louisiana, Mississippi, New Mexi North Caro ( 
Texas; West=Alaska, Arizona, California, Colorado, Hawa d Montana, Nevada, North Dakota, Oregon 


South Dakota, Utah, Washington, and Wyoming 


"i rginia, West Virg 


ith=Alabama, Arkansas, Florida, Georgia 


)klahoma, South Carolina, Tennessee, and 
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increasing numbers of visits: 61.5% of smokers with one visit during the year reported 
receiving advice to quit compared with 76.2% of those with five or more visits. Across all 
visit categories, women who made one to four visits reported receiving advice to quit at 
slightly higher rates than did men, and smokers aged >75 years reported receiving less 
advice to quit than did younger smokers. Blacks and Hispanics reported receiving less 
advice than did whites. Overall, those with more education reported receiving less ad 
vice. Differences were reported in receipt of advice to quit between the types of man 
aged-care plans, with providers in independent practice associations giving less advice 
than those in staff or group model practices, especially when a single visit was reported. 
Reported by: D Arday, MD, Office of Clinical Standards and Quality, Health Care Financing 
Administration. Epidemiology Br, Office on Smoking and Health, National Center for Chronic 
Disease Prevention and Health Promotion, CDC 

Editorial Note: The findings in this report indicate that receipt of advice to quit smoking 
probably has improved since the early 1990s, when 38.8% of smokers aged >65 years 
reported receiving advice (3). Self-reported receipt of advice is higher in this survey 
than the national average (62.5%) reported by the National Committee for Quality 
Assurance (NCQA) (4). The NCOA report is based on 1998 Health Plan Employer Data 
and Information Set (HEDIS) data from plan-administered surveys. However, the HEDIS 
data used a different sampling frame that applied to all adult beneficiaries in managed- 
care plans, not just those in Medicare. 

On the basis of these results, of 5.8 million Medicare enrollees in the sampling frame, 
approximately 92,000 had quit during the preceding year. Increasing the delivery of 
smoking cessation advice to 90% of those who still smoke would reach approximately 
150,000 additional smokers and might encourage 25,000 more smokers to initiate quit- 
ting each year. Based on these survey findings, public health programs should target 
health-care providers in independent practice associations (IPAs) to deliver cessation 
advice. IPAs represent most physicians in private or small group practices who have 
contracted with HMO plans, and counseling rates for IPAs are lower than for group or 
staff model plans. 

The difference in receipt of advice to quit among racial/ethnic groups may be influ- 
enced by social or cultural factors. For example, among elderly Hispanics and Asian 
Americans, language barriers may affect the lower rates of receiving advice to quit or in 
understanding the advice. Health-care providers should offer culturally appropriate or 
tailored interventions for racial/ethnic populations (5 ). 

The findings in this report are subject to at least four limitations. First, the overall 
response rate for the 1998 HOS survey was 59.9%. Response rates varied widely by 
plan and somewhat by age and race. Although the HOS data were weighted to account 
for the stratified design and the overall population distribution by age, race, and sex, 
some differences could be the result of response biases. Second, because the HOS 
design does not include any oversampling of racial/ethnic minority groups or the oldest 
Medicare recipients, sample sizes within some substrata were inadequate to allow com- 
plete comparisons by all smoking or visit categories. Third, not all persons who reported 
quitting during the previous 12 months may have been candidates for advice. Because 
smoking status at the time of each doctor visit was not known, some may have quit 
before their first visit. Finally, because the reason for each visit was not included in the 
survey, some visits may have been for emergencies and other conditions during which 
counseling would not have been appropriate. 
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Smoking prevalence among Medicare managed-care enrollees is similar to that 
among older adults (6). Despite the lower prevalence of current smoking among older 
adults compared with middle aged and young adults, older smokers are at greater risk 
from smoking because they have smoked longer, tend to be heavier smokers, and are 
more likely to suffer already from smoking-related illnesses (7). Overall, 1.6% of the 
Medicare managed-care population reported quitting during the preceding 12 months, 
representing approximately 10% of the smokers who reported any smoking within that 
period. However, it is likely that some of those who quit during the preceding year will 
begin smoking again. Health-care providers should be aware that smoking cessation 
counseling, even brief advice to quit smoking, can be effective in encouraging older 
smokers to quit 

All health-care providers should deliver tobacco-use treatment interventions to their 
patients (5). Basic components of a counseling session include asking each patient 
whether he or she uses tobacco, urging all tobacco users to stop, identifying tobacco 
users willing to quit, providing assistance to these patients (e.g., establishing a quit date, 
providing support and practical advice on the quitting process, and encouraging the use 
of approved pharmocotherapies such as nicotine replacement therapy and buproprion 
when appropriate), and arranging follow-up visits for support (5 ). Use of office remind 
ers, such as chart stickers or vital sign, can increase the provision of cessation advice by 
providers (5). Reimbursement of treatment services and products has been shown to 
increase use of cessation services and overall quit rates (8) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending September 2, 2000, with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 

Hepatitis A 610 

Hepatitis B 357 
Hepatitis C; Non-A, Non-B 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 


Ratio (Log Scale)" 
Beyond Historical Limits 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending September 2, 2000 (35th Week) 
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rus pulmonary syndrome* 


»lytic uremic syndrome, postd 














No reported cases 

*Not notifiable in all states 

Updated weekly from reports to the Divisio ¢ 
Updated monthly from reports t Division of HIV/AID 
STD, and TB Prevention (NCHSTP). Last update A st 

* Updated from reports to the Division of STD Preventio 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending September 2, 2000, and September 4, 1999 (35th Week) 





26,0602 





Cum Cum 
2000 
oR r 





Escherichia coli 0157:H7* 
NETSS 





Cum 
1999 2000 
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Cum 
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4,254 14,21 
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Unavailable 
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Health Laboratory Information System (PHLIS) 


i cases N.M.1.: Commonwealth of Norther 
Telecommunicat 





TB Prevention. Last update August 27, 2000 


»ns System for Surveillance 
Chlamydia refers to genital infections caused by C. trachomatis. Totals reported to the Division of STD Preventio 
Updated monthly from reports to the Division of HIV/AIDS Prevention 5 


Surveillance and Epidemiology, National ( 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 2, 2000, and September 4, 1999 (35th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 2, 2000, and September 4, 1999 (35th Week) 
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TABLE il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending September 2, 2000, and September 4, 1999 (35th Week) 
Shigellosis* Syphilis 

NETSS PHLIS (Primary & Secondary) Tuberculosis 


Cum Cum Cum Cum Cum | Cum Cum Cum 
Reporting Area 2000 1994 2000 1999 2000 | 1998 2000 1999 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 2, 2000, 
and September 4, 1999 (35th Week) 
H. influenzae Hepatitis (Viral), By Type Measles (Rubeola) 
Invasive A B Indigenous imported* Total 
Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum 
ReportingArea | 2000 1999 | 2000 1999 2000 1999 _| 2000 | 2000 __| 2000 | _ 2000 2000 1999 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 2, 2000, 
and September 4, 1999 (35th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
September 2, 2000 (35th Week) 
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